however, remains unexplained. A more important consideration is whether or not we could have saved the patient's limb. Perhaps if he had completely abstained from smoking on the first admission we might have succeeded. It was only the diagnosis of Buerger's disease that made him stop, so histological examination of the first amputated digit might have changed the course of events. Pneumatosis coli is a descriptive term for the presence of multiple thin-walled submucosal gas-filled cysts in the colon. The aetiology of this condition is unknown. We present an unusual case with skip lesions. The discontinuous distribution of pneumatocysts in this patient may shed light on pathogenesis.
CASE HISTORY
A man aged 65 presented with a 12-month history of intermittent constant lower abdominal pain, worse on the right side and at times severe, associated with vomiting. His bowels were normally open once or twice daily with the passage of a loose motion, and during the episodes of pain there was little alteration of his bowel habit, although on occasion he did have diarrhoea up to three times daily, with the passage of mucus per rectum. He maintained steady weight, with good appetite, and there were no other symptoms at presentation. His history included a perforated duodenal ulcer treated by a partial gastrectomy, and an appendicectomy. There were no abnormal physical signs when symptoms were present, and routine haematology and biochemistry were normal.
A barium enema showed filling defects in the sigmoid and transverse colon consistent with pneumatosis coli. These findings were confirmed at colonoscopy, and he was treated with 60% oxygen for 5 days, with symptomatic resolution. Over the next three years he had six further courses of oxygen therapy for symptomatic recurrence, all with temporary benefit.
In June 1995, a further episode of severe abdominal pain accompanied by the passage of loose stool with mucus and blood three times a day prompted a further colonoscopy. This again revealed pneumatocysts in the transverse colon and hepatic flexure; stricture formation prevented a complete examination.
After discussion with the patient, a subtotal colectomy with ileosigmoid anastomosis was performed. Macroscopically and histologically the colon was grossly abnormal, with three discontinuous areas of thickening, dilatation, and involvement of the wall with pneumatocysts in the ascending colon, splenic flexure, and proximal sigmoid colon (Figures 1 and 2) . However, intervening areas of the colon were histologically normal. The patient made a good postoperative recovery and was pain free thereafter. In the primary form of pneumatosis coli (15% of cases), there is no underlying disease or associated condition. The secondary form is associated with chronic obstructive airways disease, recent bowel surgery/endoscopy, peptic ulceration, inflammatory bowel disease, and some drugs (e.g. steroids). Several theories of aetiology have been proposed. The mechanical theory suggests that gas is forced into the bowel wall by various possible routes. The bacterial theory suggests that gas results from overgrowth of certain organisms. In the patient reported here the discontinuous distribution of disease points to a local factor in the colon; and, in view of the three distinctly abnormal areas separated by normal colon, this factor could be the colonic arteriovenous anatomy.
In pneumatosis coli the distribution of cysts can vary over a period of timel'2, as can their size; they may also disappear spontaneously3'4. Gagliardi et al.5 have lately reviewed 25 cases seen at a specialist centre. We believe that ours is the first documented case of skip lesions in pneumatosis coli.
